USI A EXCHANCGE VI SI TOR ATTESTATI ON

|, (please print)

hereby declare and certify, under penalty of the
provisions of 18 U S.C. 1001, that | do not now have
pendi ng, nor am| submtting during the pendency of
this request, another request to any United States
Gover nnent departnent or agency or any State
Departnment of Public Health, or equival ent, other than
the U S. Departnment of Agriculture, to act on ny
behalf in any matter relating to a wai ver of ny two-

year hone-country physical - presence requirenent.

Si gnature Dat e

Not ary Dat e



USI A EMPLOYER ATTESTATI ON

|, (please print)
hereby declare and certify, under penalty of the

provisions of 18 U S. C. 1001, that

(nmedical facility) is located in a rural

primary nedi cal care or nental Health Professiona
Shortage Area and provides nedical care to both
Medi care and Medicaid-eligible patients and indigent,

uni nsured patients.

Si gnature Dat e

Not ary Dat e



J-1 VI SA PHYSI Cl AN VERI FI CATI ON OF EMPLOYMENT FORM

PHYSI CI AN NAME:

EMPLOYMENT START DATE:

INS J-1 Visa Wai ver Approval Date: H 1(b) Visa Approval Date:
HOVE ADDRESS:

Street:

Cty: State Zi p Code:

Hone Phone: ( )

Type of Medical Practice

Location of Medical Practice

Street

Cty County State Zi p Code

HPSA (i nclude specific County, C. T., CCD, BORO etc.)
Phone: FAX:

| HEREBY CERTI FY THAT |, THE UNDERSI GNED, DO PROVI DE PRI MARY HEALTH CARE
SERVI CES AT THE ABOVE STATED LOCATION(S) A M NI MUM OF 40 HOURS PER WEEK.

Physician's Signature Dat e
(Not ary)

EMPLOYER/ SPONSOR:
| HEREBY CERTI FY THAT DOCTOR BEGAN

PRACTI CI NG AT ON
AND PROVIDES A M NI MUM OF 40 HOURS PER WEEK COF PRI MARY HEALTH CARE I N THE
ABOVE LI STED HPSA LOCATI ON(S) .

Enpl oyer/ Sponsor' s Si ghature Dat e
(Not ary)

RETURN THI S FORM TO THE FOLLOW NG

M SSI SSI PPI  STATE DEPARTMENT OF HEALTH
OFFI CE OF PRI MARY CARE LI Al SON

570 EAST WOODROW W LSON - P. O BOX 1700
JACKSQON, M SSI SSI PPI 39215-1700
TELEPHONE #: 601-576-7216

FAX #: 601-576-7230

(Reporting formw |l be forwarded to the appropriate federal sponsoring agency)




J-1 VI SA PHYSI CI AN TRANSFER NOTI FI CATI ON FORM

PHYSI CI AN NAME:

HOVE ADDRESS:
Street:

Cty: State: Zi p Code:

Hone Phone: ( )

Sponsor Nane:

PRESENT LOCATI ON OF MEDI CAL PRACTI CE:

Street:

Cty: State:
County: HPSA:
Phone:

Date of Transfer:

Sponsor Nane:

NEW LOCATI ON OF MEDI CAL PRACTI CE:

Street:

Cty: St ate:
County: HPSA:
Phone:

_————————————————————————————————————— |

| HEREBY CERTIFY THAT |, THE UNDERSI GNED, DO PROVI DE PRI MARY HEALTH CARE SERVI CES
AT THE NEW LOCATI ON STATED, A M Nl MUM OF 40 HOURS PER WEEK.

Physi cian's Signature Dat e

(Not ary)

_ ,————————
| DO HEREBY CERTI FY DOCTOR BEGAN PRACTI CI NG

AT ON AND PROVI DES PRI MARY

HEALTH CARE SERVI CES AT THE NEW HPSA LOCATION A M NI MUM OF 40 HOURS PER WEEK.

Sponsor Signature Dat e
(Not ary)

RETURN THI S FORM TO THE FOLLOW NG

M SSI SSI PPl  STATE DEPARTMENT OF HEALTH
OFFI CE OF PRI MARY CARE LI Al SON

570 EAST WOODROW W LSON - P. O BOX 1700
JACKSQON, M SsSI SSI PPI 39215-1700
TELEPHONE #: 601-576-7216

FAX #: 601-576-7230



